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GENERAL ANESTHESIA 


for the Extended Dental Procedure 


HAROLD L. HAMBURG, B.S., M.S., D.D.S., Brooklyn, New York 


DIGEST 
Until recently ambulatory dental 
anesthesia was limited to treat- 
ments of short duration, for ex- 
ample, extractions and simple 
amalgam restorations. The value 
of both adult and pediatric mouth 
rehabilitation has become widely 
accepted. Patients who because 
of age or for emotional reasons, 


can not tolerate treatment under 
local anesthesia, can be treated 
extensively under a general anes- 
thetic which permits the use of 
modern procedures, high speed, 
water spray, full mouth impres- 
sion techniques. This article de- 
scribes in detail a technique for 
general anesthesia which includes 
all these advantages. 


Dental Office Preferred 
Unless a hospital operating room is 
completely equipped as a dental office, 
dental procedures are more success. 
fully performed in the dental office 
where the dental laboratory, x-ray, 
dark room, and other conveniences 
are available. 


Author’s Note: The photographs used to illus 
trate this article were made by Morris Frantz, 


(top left) ‘ 


itial puncture into cephalic vein. 


= 
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> (top left). 
Gyelaine being passed 

the oratracheal tubes. 
7 (hottom left). 
Mouth prop in place. Gauze pack inserted deep in pharynx. Working personnel in their proper places. Dentist, anes- 
- thetist, aspirating nurse, and instrument nurse. 


6 (top right). 
Tube coupled to machine. Cuff being inflated and closed off by rubber-tipped 
hemostat. 


8 (bottom right). 


Exception — Although it is more 
practical to outfit a dental office with 
all the equipment and personnel of the 
hospital, when advised by the physi- 
tian that the patient’s health or age 
Warrants hospitalization, the anesthe- 
list's opinion should be considered. 


Unlimited Anesthesia Permitted— 
The following techniques were de- 
signed to maintain unlimited anesthe- 
la while allowing the dentist the full 
le of ail his dental techniques with 
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full access to the oral structures, giv- 
ing the patient reflex recovery within 
5 minutes and the ambulatory faculty 
within an hour. 


Requirements 

Personnel — At the minimum the 
following assistants are necessary: 

1. Anesthetist (fully hospital- 
trained physician or dentist) 

2. Dentist (fully hospital-trained in 
anesthesia so that he can operate in co- 
ordination with the anesthetist) 


3. Aspirating and retracting assist- 
ant 

4. Instrument assistant 

5. An associate anesthetist is a help- 
ful addition to the staff and also a re- 
covery nurse who combines the func- 
tion of receptionist 

Expendable Materials—The follow- 
ing medication is useful: 

1. Ultrashort acting barbituate, 
Pentothal®, Surital®, Brevital® 

2. Five per cent Dextrose 

3. Anectine 
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4. Venopac® 78 

5. Five per cent Cyclaine® liquid 

6. Five per cent Cyclaine® ointment 

7. Atropine Sulphate injectable or 
Scopolamine injectable 

Equipment—tThe following instru- 
ments and equipment should be avail- 
able: 

1. Nitrous oxide-oxygen machine 

2. Oratracheal tubes with cuffs, 
28-36 

3. Tube fittings with exhaling valve 

4. Luer Syringes, 2 cubic centime- 
ters—5 cubic centimeters 

18-gauge needles 

6. Rubber aspirating tube 

7. Aspirator 

8. Tourniquet 

9. Rubber-tipped hemostat 


The Technique 

Preoperatively the adult patient is 
given Nembutal,® grains 114 and atro- 
pine sulfate grains 1/100, an hour 
and a half before treatment. He is in- 
structed not to have any foods or liq- 
uids seven hours before. In all cases 
the patient must be accompanied by 
an adult. The following steps are then 
taken: 

1. The patient is seated in the dental 
chair. The chair is tilted back while 
the feet are allowed to dangle on the 
sides. This is done to prevent the pa- 
tient from using the foot-board as a 
fulcrum. 

2. Using a Luer syringe with an 18- 
gauge needle, 1/100 grain of atropine 


468 


sulfate is administered intravenously. 
The syringe is removed allowing the 
needle to remain in position. 

3. Almost simultaneous with the re- 
moval of the syringe, the male end of 
the previously prepared venotube IV 
infusion set-up of 0.4 per cent Pento- 
thal and 0.2 per cent Anectine is cou- 
pled to the canulating needle. (If the 
anesthetist prefers, he can make initial 
contact with the needle on the veno- 
tube and inject the atropine into the 
tube.) The needle and tube are taped 
securely to the arm and arm board. 

4. The barbituate is allowed to drip 
at a rate of 60 drops per minute, until 
the first signs of unconsciousness oc- 
cur (an indication is the loss of the 
eyelid reflex). The barbiturate drip is 
discontinued and the Anectine started 
at the same rate. This is continued un- 
til the respiratory muscles are com- 
pletely paralyzed (cessation of volun- 
tary respiration is the clue). 

3. Until intubation is effected, oxy- 
gen is administered by means of a full 
face mask at the rate of 2 liters per 
minute. 

6. At the point of respiratory muscle 
paralysis, the full face mask is re- 
moved and intubation initiated. 

7. An oratracheal tube with an in- 
flatable cuff, lubricated with 5 per cent 
Cyclaine ointment, shaped by a lubri- 
cated stilette (this facilitates the re- 
moval of the stilette) , is introduced by 
direct vision aided by the laryngo- 
scope. The cuff is inflated. Five cubic 


centimeters of 5 per cent liquid Cy. 
claine are introduced into the trachea 
via the tube. The Cyclaine reduces sub. 
stantially the amount of Anectine the 
patient requires to tolerate the tube. 

8. As soon as intubation is effected 
and the Cyclaine introduced, the tube 
is coupled to the gas machine with a 
controllable exhaling valve separating 
the gas bag and the tube. 

9. The exhaling valve is left open 
with tension. 

10. The rebreathing bag is squeezed 
at the rate of 12-16 times per minute 
at a pressure of 5-10 millimeters of 
mercury. This breathing rate for the 
patient is continued throughout the 
procedure. The mixture is 6 liters of 
nitrous oxide per minute, 2 liters of 
oxygen per minute. 

11. All solutions are discontinued 
and dental treatment is begun. 


Additional Measures 

1. If the patient shows signs of wak- 
ing, more barbituate is allowed to 
drip. 

2. If there are signs of swallowing 
or lack of tolerance of the tube, the 
Anectine is introduced. 

3. Anesthesia is maintained at the 
borderline of sleep and respiratory 
muscle paralysis. 

4. The mouth prop is placed in po 
sition as soon as intubation is effect: 
ed. A gauze pack is placed deep into 
the pharynx to prevent debris entering 
the esophagus or trachea. 
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Anesthesia T erminated—At the ter- 
mination of treatment, the trachea is 
completely aspirated by means of a 
soft rubber aspirating tube. One hun- 
dred per cent oxygen is administered 
yntil voluntary respiration returns. 
The cuff is deflated, the tube removed. 
The oxygen is then continued with the 
full face mask until full reflex con- 
sciousness returns. 

Comment — In this practice, oro- 
trachea intubation has been more suc- 


Interrelationship of Tooth Composition. 


cessful than nasotracheal. The occa- 
sional epistaxis resulting from the na- 
sal tube produced so much inconven- 
ience that it was decided that the 
minor interference of the oral tube 
was preferable. The lubricated tube 
brought about a relatively unimpor- 
tant number of throat irritations. 


Conclusion 
With this technique, the dentist can 
use high speed with water coolant, take 


full mouth impressions without the 
concern of pulmonary complications 
or central respiratory collapse, with- 
out the problem of an excessively 
lengthy recovery time. 

The apprehensive patient benefits 
from the most modern dental tech- 
niques, a minimum of visits, and the 
absence of former irritants. 
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Body Fluids, Diet. and Caries Susceptibility 


ALBERT E. SOBEL, PH.D., Brooklyn, New York 


THE EXPERIMENTS derived from a 
caries hypothesis based on changes in 
tooth composition led to the finding, 
confirmed in several laboratories, that 
soluble phosphate added to the diet is 
cariostatic. Careful evaluation of the 
finding, however, indicates that in ad- 
dition to affecting tooth composition, 
a direct effect of phosphate within the 
oral cavity, such as neutralization of 
acids and decreased solubility of tooth 
mineral, could also bring about the 
cariostatic result. Investigation may, 
however, result in revision of the 
original hypothesis. It is hoped that 


| future investigations will more closely 


define the mechanism through which 
the cariostatic effect of dietary phos- 
phate supplements is accomplished. 


Summary 

Studies of the composition of diet 
with relation to composition of blood 
serum and the composition of the in- 
organic fraction of mineralized tissues 
led to the formulation of a caries hy- 
pothesis: High phosphate diets pro- 
duce teeth which are less vulnerable to 
caries because their relatively low car- 
bonate content renders them resistant 
to acid attack. Experimental work in 
this and other laboratories has borne 


out the fact that phosphate has a cario- 
static effect. The present interpretation 
of this experimental evidence suggests 
that there are two ways in which this 
effect may occur: (1) increased phos- 
phate in blood serum and saliva may 
alter the composition of the tooth; or 
(2) direct action of soluble phosphate 
in the saliva may reduce solubility of 
tooth mineral, as well as neutralize 
bacterial acids in the mouth. 
Adapted from Publication, School 
of Aviation Medicine, USAF Aero- 
space Medical Center (ATC), Brooks 
Air Force Base, Texas (August) 1960. 


Conclusions 

1. A survey of the dental and 
medical literature of the past 
forty years has failed to disclose 
any clinical evidence that would 
seriously condemn the practice 
of dental roentgenography when 
used in an intelligent manner, as 
being unsafe for either the pa- 
tient or the dentist. 

2. The few documented inci- 
dents of untoward biologic ef- 
fects that have occurred in the 


How Hazardous is Dental Roentgenography? 


ALBERT G. RICHARDS, M.S., Ann Arbor, Michigan 


past when dental patients were 
exposed to larger amounts of 
x-radiation are less likely to be 
repeated among the patients of 
today because of the far smaller 
amounts of x-radiation that 
presently can be employed. 

3. There still are areas in 
which there is no clinical evi- 
dence that either proves or dis- 
proves that a correlation exists 
between a given dental exposure 
to radiation and a specific bi- 


ologic effect. In view of this un- 
certainty, it is prudent to keep to 
a minimum the amount of ioniz- 
ing radiation that a person re- 
ceives from all artificial sources 
of radiation; therefore, each 
dentist should review his current 
roentgenographic procedures to 
see if his examinations could be 
made with less radiation. 

From Oral Surgery, Oral 
Medicine, and Oral Pathology 
14:49 (January) 1961. 
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A NEW PHYSIOLOGIC METHOD 


for Repositioning the Mandible—Part One 


A. G. KRAMER, D.D.S.*, and SOPHIE KELNER, D.D.S.**, New York 


DIGEST 
Repositioning the malposed man- 
dible is not in itself a permanent 
correction. It is essential that a 
method be provided for mainte- 
nance of the new correct position 
which has been established. In 
this series of three articles this 
particular problem in mouth re- 
habilitation is discussed. In this, 
the first installment, the author 
defines the motive for the per- 
verse mandibular reflex patterns 
frequently seen and presents the 
important factors in reposition- 
ing. 


1. 
Complete mandibular 


Classifications for 
Repositioning 
Cases that give rise to pain syndromes 
due to temporomandibular joint dys- 
functions or those which because of 
collapse (Figs. 1A, 1B, and 1C) defy 
any method of satisfactory approach 
to reconstruction, come within the 
classification of 
Nonocclusion in Centric Closure— 
Most cases® that are collapsed present 
markedly depressed posterior teeth 
and deep overbites in the anterior seg- 
ment with nonocclusion of the ante- 
rior teeth in centric closure. 


IA. | 


Violent Contact Promoted 
many of these cases where occlusal 
contact in centric is maintained only 
by the teeth in the posterior segments, 
it is possible, through receptor organs 
which are built within the neuromus. 
cular system and the periodontal mem- 
branes, for afferent impulses to incite 
a violent reaction in the musculature. 

Due to nonocclusion (Fig. 2) the 
anterior teeth are permitted to extrude 
through continuous eruption of pas- 
sive growth (Fig. 3). In protrusion the 
elongated anterior teeth (Fig. 4) take 
the bulk of stress because of their in- 


collapse. Continuous eruption of Severe vertical overbite. Continuous eruption of anterior. 


Total imprisonment of mandible. 


lower left cuspid and first bicuspid. Severe vertical overbite. 


IB. 


Bilateral collapse of posterior teeth. Fanning out of anterior Total collapse, 


teeth. 
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Ic. 


nonocclusion of anteriors (right side ) result- 


ing in continuous eruption (patient's right). 
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Nonocclusion anteriorly permits continuous eruption. 


The mandible is in protrusion and the anteriors are taking 
all traumatic stress, creating periodontal breakdown. The 
posteriors are out of occlusion and not sharing in function. 


3. 
3. 


Continuous eruption of varying vertical levels. 


The posteriors are taking all traumatic stress in centric clo- 
sure. Anteriors are in nonocclusion making continuous erup- 
tion possible. Deep vertical overbite causes traumatic im- 


prisonment of the mandible. 


creased vertical height and usually re- 
sult in periodontal involvement, while 
the posterior teeth are taken out of 
function. 

Nonocclusion of Anterior Teeth— 
In centric closure the reverse is true 


_Author’s Note: Gratitude is expressed to Wil- 
liam Gertzman, D.D.S., member of the Visiting 
Staff in Surgery, Lutheran Hospital, and to Mor- 
is Fierstein, D.D.S., Director of Dentistry, Tho- 
tatie Division, Queens Hospital Center, for their 
tneouragement and help in presenting this work 
to the dental profession. The drawings for the 
second installment were made by Judy Rosenberg. 
Associate Visiting Dentist (Rehabilitation) 
Thoracic Division, Queens Hospital Center. 
“Assistant Visiting Dentist, Thoracic Divi- 
ton, Queens Hospital Center. 
Sicher, Harry: Temporo-mandibular Articula- 
ton in Mandibular Overclosure, JADA 36:131- 
139 (Feb.) 1948. 
: n, J. B.: A Syndrome of Ear and Sinus 
ymptoms Dependent Upon Disturbed Function 
a the Temporo-mandibular Joint, Ann. Otol., 
inol,, Laryngol, 43:1-15 (March) 1934. 
babii er, A. G.: A New Concept in Mouth Re- 
i95 litation, New York J. D. 22:105-108 (March) 
Pe ibid., A New Concept Utilizing the Bite 
Full to Achieve Esthetics and Function in the 
Upper Denture, D. Items Int. 74: 1095 (Dec.) 
= Year Book of Dentistry, 1953-54. 
De essler, Howard E.: Hearing as Related to 
riors. rutistry, Dent. Radiog. and Photog. 34:3-6, 17- 
(Jan.) 1961, 
oyers, E.: Temporo-mandibular Muscle 
ntractor Patterns in Class II Division 1 Maloc- 


Anaiysis of Certain Muscles Involved in 
Movements, Am. J. Ortho- 
36:48) (July) 1950. 
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(Fig. 5); that is, the posterior teeth 
take the brunt of the masticatory force 
and the anterior teeth are in nonoc- 
clusion, thus not contributing at all in 
sharing the masticatory load. 


Discussion 

Although the mandible is capable of 
some voluntary motor control, it is es- 
sentially a reflex organ.® When all seg- 
ments of the mouth, anterior and pos- 
terior, are in proper relationship the 
neuromuscular system is considered 
to be in an excellent state of physio- 
logic tonicity, balance, or equilibrium. 
Should there be, however, interference 
by a single tooth or several teeth, the 
proprioceptor signalors, particularly 
those found in the periodontal mem- 
branes of the interfering teeth, create 
through afferent impulses a violent in- 
crease in electrical potential in certain 


6Sherrington, Charles: Reflexes Elicitable in 


the Cat from the Pinna-Vibrissae and Jaws 
—" Lab. Physiol., Oxford University 51:404 
917. 


muscles of mastication. This results in 
a shift of the jaw to a new position of 
relative comfort in order to avoid pre- 
maturities and interferences. 

Motive for Adopting Eccentric Pat- 
tern—It is apparent that the mandible 
has adopted an eccentric pattern of 
function for the sake of temporary 
comfort and convenience. If not cor- 
rected, however, this eccentric posi- 
tion becomes acceptable to the patient 
and through constant usage becomes 
the predominant or the so-called func- 
tional centric. 

Eccentric Function Accepted—lIt is 
evident that the mandibles of these pa- 
tients are in a malposed position or 
eccentric function. It has been the cus- 
tom to accept eccentrically placed 
mandibles and to utilize these pervert- 
ed reflex patterns as the basis for criti- 
cal measurements, such as vertical di- 
mension, physiologic rest position, 
centric, freeway space. 

New Closing Patterns Can be 
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6. 
bridge with built-in bite-plane lingually. 
3. 


Anterior cast veneer crown with cingulae properly placed to 9, 


eruption. dibular teeth. 


Anterior fixed (temporarily cemented) aluminum acrylic Posterior aluminum acrylic temporary bridge. 


receive the incisal edges of the lower in centric closure. This Lower incisors are contacting cingulae of uppers. Labial in- 
stabilizes the repositioned mandible and arrests continuous clination of incisors assures freedom of movement to man- 


Learned—Moyers' states, “It may be to malposition through its perverse 

good clinical practice in a badly bro- _ process, it can also shift into its own 

ken down mouth to teach the person _ physiologically correct position if an 

to close on a new closing pattern which opportunity is provided. It is this dom- 

has never been used because the ones_ inant, perverted neuromuscular pat- 

which have been used have been so __ tern and its concomitant malpostured 

frustrating.” Walsh® states, “Patients mandible with its sequelae of pain, 

must relearn a long forgotten neuro- violence, and destructiveness which 

muscular pattern or learn a new one. must be corrected. 

Some patients need more than one 

stage to affect this gradual alteration Important Factors in 

in functional position because the hab- Repositioning 

it pattern must become an unconscious In the procedure for mandibular re- 

conditioned reflex.” positioning presented here the remain- 
Correction of Perverted Pattern ing upper anterior teeth are utilized, 

Necessary—It is the author’s opinion — preferably from cuspid to cuspid, to 

that precisely as the jaw can move in-___ construct a fixed bridge made of an 

aluminum shell and acrylic with a 


7Moyers, R. E.: Society of Oral Physiology and 
Occlusion Seminar, November 13, 1955, page 17. bite P lane incorporated into its lingual 


8Walsh, J. P.: Neurophysiological Aspec of 
Mastication, D. J. Australia 23:49 (Jan.) 1951. aspect. 
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Physiologic Position Corrected — 
When finished the bridge is cemented 
with a temporary cement (Fig. 6). In 
this way the neuromuscular system 1s 
permitted to guide the jaw into a cor 
rected physiologic position by su 
pending proprioception posteriorly. 
The posteriors are taken out of occlu: 
sion and the patient is permitted to 
function only on the anteriors with the 
incisal edges of the lowers making 
contact with the bite-plane of the up 
pers at a newly established physiologic 
vertical level. This is only for a em: 
porary period during which repos! 
tioning occurs in a vertical, horizon: 
tal, and anteroposterior plane because 
of release from muscular violence !¢ 
sulting from noncontact of the poste 
rior teeth. 
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10. 


Class II, Division 1. Complete collapse. Considerable hori- 


zontal overjet. Deep vertical overbite. 


12. 


Appliance in position. Lower anteriors 


bite-plane in centric closure. 


Same case as shown in Figure 10 after repositioning. Note 


precision recesses in castings ready to receive removable ap- 
pliance with built-in bite-plane. 


in occlusion with 


I2A. 


Appliance in position showing bite-plane. 


Temporary Maintenance—After the 
established position has been obtained 
in the temporary phase the mainte- 
nance of the correct position is 
achieved posteriorly through the use 
ofaluminum acrylic bridges (Fig. 7), 
and anteriorly through the use of the 
bite-plane (Fig. 6). 

Permanent Maintenance of Correct 
Position—In the permanent restora- 
tion, however, maintenance is 


achieved posteriorly by means of fixed 
cast units and anteriorly by the use of 
cast veneer crowns (Fig. 8) that carry 
a cingulum placed in relationship to 
the incisal edges of the lower anterior 
teeth in centric closure, to prevent fur- 
ther continuous eruption or passive 
growth (Fig. 9). 

Measures to Correct Exaggerated 
Retrusion—In the markedly retrusive 


jaw Class IT, Division 1 (Fig. 10) it is 


necessary to make precision recesses 
in the cast upper anterior cuspid cin- 
gulae and in the posterior castings 
(Fig. 11) carrying a removable appli- 
ance with a built-in bite-plane for con- 
tact with the retruded lower anterior 
teeth both in centric and eccentric po- 
sitions (Figs. 12 and 12A). 

(End of Part One) 


57 West 57th Street 


The more extensive our knowledge 
of the differences in biochemical 
make-up between different normal 
persons becomes, the more like- 
ly are we to begin to understand 


Biochemical Individuality 


why people react differently from 
one another in similar environ- 
ments, and why some people are 
more susceptible than others to par- 
ticular types of clinical disorder. 


The idea of diathesis is an old one 
in medicine, but it has always been 
nebulous. 

From Lancet No. 7178 (March 
25) 1961. 
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Active Border Seal: 


AN IMPRESSION PROCEDURE FOR IMMEDIATE DENTURES 


VICTOR ZATZ, New York 


DIGEST 

The steps of the immediate den- 
ture impression technique are 
the same as those for the edentu- 
lous impression described in the 
March 1961 issue of DENTAL DI- 
GEST and in the book, “The Ac- 
tive Border Seal.” For this rea- 
son the special provisions for 
treating. the remaining teeth to 
avoid interference with taking 
the impression and their inclu- 
sion in the final impression are 
described and illustrated in this 
article. 


General Considerations 

Immediate dentures are frequently de- 
signed to be worn for a short time be- 
fore construction of the final denture 


is undertaken. The only reason for 
this procedure is that the practitioner 
does not possess an exact technique 
which will enable him to construct a 
final prosthesis in the first place. 

Rebasing Procedures May be In- 
adequate—In many cases the imme- 
diate denture is ultimately rebased to 
serve as the final denture. The rebas- 
ing of a poorly fitting denture, how- 
ever, will not necessarily convert it 
into a stable and retentive prosthesis. 
The rebasing procedures in general 
use cannot be considered precise 
methods for the correction of the in- 
accuracies of the improperly fitting 
denture. Rather, they are frequently 
responsible for additional inaccura- 
cies. 


Postinsertion Problems—Basically, 
the problems of insufficient retention 
and stability encountered by the den- 
tist, whether it is an “immediate tem. 
porary” or a final prosthesis are in. 
evitable results of oversimplified in. 
pression techniques. This is equally 
true of the oversimplified impression 
techniques widely used for denture re. 
basing. 

Stability and Retention Required— 
The requirements for a stable and re- 
tentive prosthesis are equally impor- 
tant in the construction of an imme 
diate prosthesis. The value of a pre- 
cision impression procedure is there- 
fore fundamental to the success of the 
complete denture and is particularly 
well illustrated in the construc: 


A compound primary impression. The 
impression was correctly centered. All 
borders are well registered. A rapid 
muscle-trimming by the patient’s vol- 
untary, functional movements created 
imprints of labial and buccal frenums. 
These imprints will guide the operator 
in the reshaping of this impression into 
a “‘jaw-form’’ —an anatomically cor- 
rect, compound impression tray. 
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The primary impression. All borders 
were shortened 3 millimeters (under- 
extended ). All undercuts were removed 
from the impression walls. Additional 
compound was removed from the walls 
to make this “jaw-form” oversize for 
lateral freedom in reseating the im- 
pression and to create space for an am- 
ple amount of alginate to be used with- 
in this “‘jaw-form.” 


3. 
The primary impression. Four was 
stops, each 3 millimeters high were 


placed on the ridge areas. This over 
sized impression, plus the four stop’: 
will keep the compound out of contac! 
with all tissues. Thus, the alginate thal 
will be used over this compound “jaw- 
form” as the impression material of 
choice, will register a true mucostatic 
impression. 
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4and 5. 


Photographs of the same stone cast, the result of the mucostatic, alginate impres- 
sion. The remaining teeth are blocked off with plaster. This provision will elimi- 
nate interference in seating the acrylic denture base impression which will be 


processed on this cast. 


tion of the immediate full denture. 


The Maxillary Impression 

First Sitting—The following steps 
are taken: 

1, A snap compound impression is 
made and is converted into a “jaw- 
form,” an anatomically correct com- 
pound impression tray. The only ad- 
ditional step required is the enlarge- 
ment of the areas involving the re- 
maining teeth (Figs. 1, 2, and 3). 

2. The enlarged areas will permit 
unobstructed reseating of the “jaw- 
form” when alginate is used within it 
to complete the primary mucostatic 
impression. 

3. The remaining teeth are blocked 
off with plaster (Fig. 4) on the stone 
model obtained from the mucostatic 
impression (Fig. 5). 

4. A denture base is processed on 
this model as shown in the wax pattern 
ready for flasking in Figure 6. 

Second Sitting—The acrylic den- 
ture base is tested. Its borders are 
checked for underextension. The base 
isnow ready for border muscle trim- 
ming with compound. 

Processed Acrylic Base — Note in 
Figure 7 the enlarged areas for the re- 
maining teeth. This will provide free- 
dom for seating and removal of the 
denture base in the creation of the 
compound border seal and postdam. 

Denture Base —In Figure 8 the 
acrylic hoods covering the remaining 
teeth are shown. This complete cuver- 
age wil! keep the air out permitting 
‘Ontinucus testing of the impression, 


OCTOBER 96] 


during and upon completion of the 
compound border seal and the post- 
dam. (The bases were photographed 
before border trimming.) 

Bases Completed—The compound 
border seal and the postdam are com- 
pleted as shown in Figures 9 and 10. 

Hoods Perforated—The hoods over 
the remaining teeth are perforated as 
shown in Figure 11. This permits es- 
cape of the surplus alginate that will 
be used within these hoods to complete 
the impression. 

Impression Completed — The algi- 
nate impression of the remaining teeth 
is shown in Figure 12. The final im- 
pression is now completed. (No wash 
of any kind is used in this technique.) 
Any alginate that may spread over the 
denture base beyond the areas being 
restored with the alginate impression 
must be removed before pouring the 
cast. (The denture base is the com- 
pleted impression of the seating area. ) 
The impression is boxed, a stone cast 
is poured, and the denture base im- 
pression is discarded. 


The Mandibular 
Impression 

First Sitting—The steps for the im- 
mediate denture impression are the 
same as those used for the edentulous 
impression. The provisions for treat- 
ing the remaining teeth to avoid inter- 
fering with impression making are the 
same as those described for the maxil- 
lary impression. 

Second Sitting, The Compound Bor- 
der Seal and the Sublingual Extension 


6. 
The wax pattern for the acrylic denture 
base ready for flasking. A double thick- 
ness of base wax was used over the post- 
dam region of the cast. This is impor- 
tant. The postdam area of the denture 
base must be ‘made rigid to avoid dis- 
torted results in the development of the 
compound postdam. Note the base han- 
dle shown in Figure 9. It is placed at a 
45-degree angle. In this position it will 
not interfere with the movements of the 
lip during the compound border seal 
procedure. Should the height of the 
handle interfere with the closing of the 
flask it is removed from the wax base 
and placed in the same flask, next to 
the model. After processing, the handle 
is reattached to the base with cold-cure 
acrylic. Note that regular denture acryl- 
ic should be used to process the acrylic 
denture base impression. It also must 
be processed full curing time. 


Procedure—The steps in this proce- 
dure are the same as those taken for 
the edentulous impression. 

Steps Repeated—The provisions for 
treating the remaining teeth, and their 
inclusion in the final impression, are 
the same as those of the maxillary im- 
pression previously described. 

Final Steps—Figures 13 and 14 il- 
lustrate an impression ready to receive 
alginate for the registration of the re- 
maining teeth. This final step com- 
pletes the mandibular impression. The 
hoods over the remaining teeth keep 
the air out. 

Figure 15 illustrates perforations in 
the hood over the remaining teeth. 
This will permit escape of surplus al- 
ginate that will be used to complete the 
impression. Figure 16 shows a com- 
pleted mandibular impression. Note 
that Figures 13, 14, 15, and 16 are im- 
pressions of two different mandibles, 
13 and 14 are impressions of one, 15 
and 16 are of another. 
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7 and 8. 


Processed acrylic denture bases. The en- 
larged areas for the remaining teeth 
provide freedom for seating and remov- 
ing the impression bases during devel- 
opment of the compound border seal 
procedure and postdam. The solid 
hoods over the remaining teeth serve to 
keep the air out. This arrangement will 
permit accurate testing of the complet- 
ed impressions to determine the degree 
of retention the ultimate dentures will 
provide. (The bases were photographed 
prior to the trimming of the borders un- 
derextended.) 


Excess Alginate Removed—Any al- 
ginate that may spread over the den- 
ture base, beyond the areas being re- 
stored with the alginate impression, 
must be removed before pouring the 
cast. 


9 and 10. 
The compound border seal and the 
postdam are completed. Note the 
smooth “polished”’ condition of the 
compound borders. When the low fus- 
ing compound used for this purpose is 
sufficiently softened, the functioning 
musculature and tissues will automatic- 
ally develop smooth compound bor- 
ders. A diligent adherence to the pro- 
cedures of this technique will create 
superior complete denture results. 
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Discussion 

Although it is suggested that the ad- 
dition of the sublingual extension be 
done only when the compound border 
seal is deemed insufficient for the re- 
tention of the prosthesis, in the simpli- 
fied method presented this important 
retentive factor is included routinely 
in every impression. 

Vital Retentive Area of Mandible— 
This is the buccal area from the sec- 
ond bicuspid to the distobuccal angle. 
The importance of developing maxi- 
mum width border rolls in this effec- 
tive, retentive area cannot be overem- 
phasized. 

Problem in Retention—To the ma- 
jority of dentists the mandibular den- 
ture poses a difficult problem of reten- 
tion. In the absence of a scientific for- 


Il and 12. 


mula to serve as a guide for the correct 
termination of the edentulous impres- 
sion’s borders, the greater number of 
impressions seen are simultaneously 
over and underextended in different 
border zones. This also applies to the 
peripheries, thin and heavy in differ. 
ent areas, but not necessarily in the 
right ones. 

Opposing Concepts—Although one 
group of dentists may believe that pe- 
ripheries should be heavy, another 
eroup insists on uniformly thin bor- 
ders. These diametrically opposite 
concepts reflect the uncertainties and 
the inadequacies of the various im- 
pression techniques in common use. 

Effective Border Seal Secured—The 
dimensions of the border extensions 
of the impression, and the width of 


The completed maxillary impression. The hoods over the remaining teeth are 
now perforated to permit the escape of excess alginate which was used to complete 
the impression (Fig. 11). A small amount of alginate is used to fill the enlarged 
areas for the remaining teeth. The impression is reseated, no functional action is 
required. Upon removal of the impression, any alginate that may spread over the 
denture base beyond the areas being restored with the alginate impression, is Te- 
moved prior to pouring the stone cast. It should be remembered that the denture 
base is the completed, mucostatic impression of the seating area. The compound 
used to create the border seal, therefore, should be a continuation of the denture 
base borders. Any compounl that may spread over the tissue side of the denture 
base must be removed. Similarly, the alginate should be confined to the im pression 
areas being restored with it. The impression is boxed in to preserve the fullness of 
its borders and the postdam. A stone cast is poured ; the denture base used to make 
the impression is discarded. 
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13 and 14. 

The mandibular impression. The compound borders were completed. The hoods 
over the remaining teeth keep the air out. This provision permits an accurate test 
of the border seal of the completed impression. 


15 and 16. 

Photographs of the same impression; (but not of the same mandible as shown in 
Figures 13 and 14). The mandibular impression is completed. Alginate was used 
to restore the remaining teeth as previously described. Surplus compound and 
alginate were removed. The impression will now be boxed in to preserve the full- 
ness of its borders. A stone cast will be poured and the denture base will be dis- 
carded. It should be pointed out that the borders of the processed denture must 
not be trimmed, finished, or polished. Any rough spots seen on the peripheries 
may be carefully smoothed with a rubber wheel. The goal is to maintain the bor- 
ders exactly as developed on the impression. Only thus can the effectiveness of 
the border seal be fully preserved. 


the peripheries must be established by 
the patient’s voluntary, unobstructed 
functional movements. The condition 
of the peripheries will then be heavy 
tolls in some areas, thinner borders in 
other zones, accurately representing 
the conditions of the mucolabial and 
the mucobuccal folds in function. In 


this way the practitioner can secure 
an active and effective border seal to 
provide the necessary retention for the 
ultimate denture. 

Aid to Retention — The technique 
presented through its precise proce- 
dures, has demonstrated that many 
buccal border rolls, previously deemed 


sufficient by the operator, were actu- 
ally inadequate. Repeated additions of 
soft compound doubled their width. 
This increased width proved to be an 
additional aid to retention. 

Static Area of Mucobuccal Fold—It 
should be remembered that as long as 
the borders of the denture base are 
sufficiently underextended and the 
compound used is soft, the surplus will 
invariably be removed by the func- 
tional movements of the musculature 
and the border tissues. The remaining 
wide buccal roll represents the static 
area of the mucobuccal fold. 


Rebasing Technique 


If the amount of ridge removed in 
surgery is later seen to exceed that 
which was removed in trimming the 
cast, and it is desired to reconstruct 
the areas involved, cold, fast curing 
acrylic permit accurate “local rebas- 
ing.” 

1. Rebasing can be performed by 
the dentist in the office directly in the 
mouth. This method of individual area 
rebasing lends itself to considerable 
accuracy and the operator is in com- 
plete control of the desired results. 


2. The surplus acrylic that spreads 
beyond the areas involved is removed 
while the acrylic is still soft. 


3. Setting can be retarded by having 
the patient rinse the mouth with cold 
water before inserting the denture 
containing the cold cure acrylic. 


4. Upon removal of the denture, 
cold water is poured over the acrylic 
to keep it sufficiently soft during the 
removal of the surplus and the final 
reseating of the denture. Accurate rec- 
tification and restoring fit of dentures 
is accomplished with minimum effort. 


P.O. Box 1723, G. P. O. 


Prevention of Dental Caries 
THERE Is little doubt that caries 
can be prevented to a large ex- 
tent by the elimination of our 
so-called “civilized diet.” Unfor- 
tunately, the attractiveness and 
cheapness of modern refined 
foods make this an impractica- 
ble solution. In future, artifi- 


cial fluoridation of the water 


supplies and possibly the use of 
therapeutic dentrifrices may be 
shown to be safe and effective 
measures which could be easily 
applied on a large scale. In the 
meantime, the incidence of car- 
ies can be reduced by a combi- 
nation of methods which are ac- 
ceptable to many people. Espe- 


cially important are the restric- 
tions of eating between meals, 
thorough tooth-brushing and 
mouth rinsing, and advice and 
treatment suitable for the indi- 
vidual patient by dentists expe- 
rienced in preventive measures. 

From Editorials, British Med- 
ical Journal No. 5221:264 
(Jan. 28) 1961. 
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COSMETIC REPAIR 


for Retrusion of the Mandible* 


JOHN B. ERICH, D.D.S., M.D., Rochester, Minnesota 


DIGEST 

Retrusion of the mandible, with 
recession of the chin and poste- 
rior displacement of the lower 
teeth, presents an abnormal rela- 
tionship between the upper and 
lower jaws which produces a con- 
spicuous external disfigurement. 
This deformity gives the impres- 
sion of timorousness, an appear- 
ance to which many persons thus 
afflicted are extremely sensitive. 
This facial defect is to be distin- 
guished from a simple receding 
chin, which is associated with es- 
sentially normal dental occlusion 
and is easily rectified by the in- 
sertion of cancellous bone, over 
the anterior aspect of the mandi- 
ble, taken from the crest of the 
ilium. Marked retrusion of the 
lower jaw presents an altogether 
different problem; unfortunate- 
ly, the methods of correction of 
such a deformity may be compli- 
cated and the patient is discour- 
aged by the prospect of extensive 
surgical treatment. Simplified 
methods of treatment may not be 
faultless, but they are commend- 
able and are especially appealing 
to the patient. 


Causes 
Significant mandibular retrusion in- 
volves two sets of etiologic factors: 

1. Bony hypoplasia caused by arrest 
in growth of the lower jaw as a result 
of congenital factors, birth injuries, 
osteomyelitis, temporomandibular an- 
kylosis or unreduced fractures, and 
especially bilateral subcondylar frac- 
tures. 

2. Dental malocclusion. Any factor 
which disturbs the growth of the man- 


*From the Mayo Clinic. 
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1A (top left). 

A retrusion of the mandible of unknown cause, but probably of congenital origin. 
The teeth were in fairly satisfactory occlusion, but there was marked recession of 
the chin. 

IB (top right). 

Deformity corrected by surgical preparation and skin-grafting of an intra-oral 
pocket between the chin and mandible, into which pocket a prosthesis was in- 
serted. 

2A (bottom left). 


Marked retrusion of the mandible of unknown cause but probably of congenital 
origin. Posterior displacement of the lower teeth was not marked, but retrusion of 
the chin was severe. 


2B (bottom right). 


External deformity corrected by surgical preparation and skin-grafting of an 
intra-oral pocket between the chin and mandible, into which a prosthesis was in- 
serted. 


dible in childhood will interfere with 
natural dental occlusion and, as the 
teeth erupt in a state of malposition, 
the deformity becomes more and more 
accentuated. 


surgical procedures which restore the 
chin to an acceptable contour and the 
occlusion to a normal relationship. A 
bilateral step osteotomy of the body 
of the inferior maxilla in which the 
anterior fragment is brought forward 
to establish a more nearly normal con 
tour for the chin has been described. 
Some surgeons have recommended 0 
teotomy of both rami, a procedure 


Various Measures 
Employed 

The correction of marked posterior 
displacement of the lower jaw involves 
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Surgically prepared intra-oral pocket between the chin and 
mandible, lined with a split-thickness skin graft. 


4. 


chin. 


Prosthesis inserted into the skin-lined pocket as shown in 
Figure 3 to establish normal contour for the lower lip and 


which permits the surgeon to shift the 
mandible anteriorly. 

Jaw Advancement Insufficient—No 
matter which of these surgical tech- 
niques is employed, usually no more 
advancement than 1 centimeter is pro- 
vided for the lower jaw. Attempts to 
bring the mandible farther forward 
than 1 centimeter would exert undue 
traction on the inferior alveolar 
nerves and would not provide enough 
contact between the bony fragments to 
ensure good union. Moreover, the pos- 
terior displacement of the lower jaw 
of most patients who seek surgical 
treatment for this type of deformity 
exceeds 1 centimeter. 

Imperfect Cosmetic Result—Build- 
ing up the chin with cartilage or bone 
grafts has been advocated. This form 
of treatment does not produce a com- 
pletely acceptable cosmetic result be- 
cause it leaves the lower anterior teeth 
in marked lingual occlusion, and the 
lower lip continues to be drawn back 
by its mucosal attachment to the tis- 
sues of the gums surrounding the low- 
er anterior teeth. 

Minimum Surgical Requirements— 
It would seem that an effective cos- 
metic result obtained by a compara- 
tively simple technique requires sur- 
gical detachment of the lower lip and 
soft tissues of the chin from the ante- 
tor aspect of the mandible. This pro- 
cedure leaves an intra-oral pocket 
Which is lined with a split-thickness 
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skin graft. Subsequently a prosthetic 
device is introduced to hold the lower 
lip and chin forward in normal posi- 
tion (Figs. 1 and 2). If necessary, ar- 
tificial lower anterior teeth can be 
used in the prosthetic appliance to es- 
tablish a more nearly normal relation- 
ship between the upper and lower den- 
tal arches. 


Technique 

To free the lower lip and chin from 
their attachments to the lower jaw, 
sharp dissection is employed: 

1. An incision is made through the 
mucous membrance of the labio-alve- 
olar sulcus from one bicuspid region 
to the other. 

2. The incision is carried down be- 
tween the alveolar process and the 
lower lip, to and around the lower 
border of the mandible, care being 
taken not to injure the nerves from 
the mental foramen. 

3. The result of this procedure is 
the creation of a pocket which must 
be lined with skin for the reception of 
the appliance (Figs. 3 and 4). 

Cavity Lined with Skin—The prob- 
lem which arises in the skin-grafting 
of such a cavity is the difficulty en- 
countered in immobilizing the adja- 
cent tissues during the period of heal- 
ing. The simplest method of grafting 
such a pocket is the following: 

1. A sponge-rubber mold, shaped so 
that it will fit snugly into the pocket, 


is prepared to be used as a stent. 

2. A thin split-thickness skin graft, 
shaved from the abdomen preliminary 
to the intra-oral operation, is wrapped 
completely around the sponge-rubber 
stent and is sutured along the upper 
surface of the mold. 

3. The stent covered with the skin 
graft is inserted into the intra-oral 
pocket, the opening of which is firmly 
sutured with chromic-catgut mattress 
stitches. 

4. Adhesive tape applied externally 
helps to immobilize the soft tissues of 
the chin and lower lip. After 7 to 8 
days the pocket is reopened and the 
stent is removed, so that the skin-lined 
cavity is exposed (Fig. 3). 


Prosthesis Utilized 

Prior to the operation in such cases 
it is well to have a dentist prepare a 
portion of the prosthesis which ulti- 
mately is to be employed. If the pa- 
tient’s dental occlusion is not too ab- 
normal, artificial teeth need not be 
used on the final appliance; the den- 
tist can prepare a metallic device with 
clasps which has an anterior bar ex- 
tending downward below the patient’s 
lower anterior teeth. 

Method of Use—(1) Immediately 
after preparation of the intra-oral 
pocket, the metallic splint is clasped 
to the teeth in the proper position, 
with the anterior bar extending into 
the artificial cavity below. 
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(2) Dental compound softened by 
heating is packed into the pocket and 
around the bar. 

(3) When the compound is hard, 
the compound and appliance are re- 
moved and sent to the dental labora- 
tory for processing in one of the 
acrylic materials. 

(4) If this routine is followed the 
completed prosthesis will be ready for 
insertion as soon as the sponge-rubber 
stent is removed from the skin-lined 
pocket (Fig. 4). 

Extraction of Teeth May Be Neces- 
sary—lIf{ the patient’s lower anterior 
teeth occupy a position of marked and 
conspicuous posterior displacement, it 
is advisable to extract the teeth; they 
can be replaced by artificial teeth on 
the prosthesis. In this situation, be- 
fore the intra-oral operatio is under- 
taken, the patient’s lowe: anterior 
teeth are extracted and the dentist pre- 
pares a removable partial lower den- 
ture in order to establish normal den- 
tal occlusion. 

Artificial Teeth Part of Prosthesis 
—As soon as the intra-oral pocket has 
been made ready, softened dental 
compound is packed into the cavity 


and is attached ta the denture. When 
hard, the compound is processed in 
one of the acrylic materials to become 
a permanent part of the prosthesis, 
which is ready for insertion as soon as 
the intra-oral pocket has been lined 
with skin. 


Comment 

It is most important that the intra- 
oral prosthesis be inserted as soon as 
the sponge rubber stent is removed. 
Otherwise, the pocket will contract 
within a matter of 30 minutes or less 
to a point at which the appliance can- 
not be introduced. Moreover, the 
prosthesis must be worn for several 
months before the walls of the pocket 
will not contract. 


Post-procedure Measures 

1. For a few days after the prosthe- 
sis has been introduced into the mouth 
the lower lip often is stretched and 
tense, and has a tendency to contract 
downward. To counteract this reac- 
tion, adhesive tape must be used to 
hold the lower lip in the desired po- 
sition. 

2. In some cases the lower lip is so 


short and tense that it will no! meet 
the upper lip; under such c:rcun. 
stances rubber-band traction from ad. 
hesive tape on the lower lip and chin 
to a head bandage above is required 
to stretch the lower lip upward to a de. 
sirable position, an action which re. 
quires 5 to 6 days. 

3. Lapse of 2 or 3 months is neces. 
sary for the muscles of the lower lip to 


develop sufficiently for the lower lip | 


to lose its tense appearance. Moreover, 
the prosthesis usually will have to be 
ground off at indicated sites to create 
a desirable contour for the lip and 
chin. 


Cooperation Required 

It should be emphasized that cor. 
rection of a receding chin and lip 
caused by mandibular retrusion re. 
quires close cooperation between the 
plastic and dental surgeon. Creditable 
results, however, can be obtained in 
such cases with a minimal amount of 
surgical intervention. 


Adapted from Proceedings of the 
Staff Meetings of the Mayo Clinic 36: 
180 (March 29) 1961. 


IT Is tempting to speculate up- 
on the place which electrical an- 
esthesia may eventually be as- 
signed in the armamentarium of 
the anesthesiologist, should fur- 
ther trial and development ren- 
der it safe for routine clinical 
use. Clearly, it should reduce 
the period of observation, nec- 
essary after general anesthesia 
for relatively minor operations, 
after which the patient may be 
discharged. The fact that pre- 
liminary endotracheal intuba- 


Electrical Anesthesia 


tion is necessary detracts some- 
what from the facility with 
which the method can be ap- 
plied, but intubation is now util- 
ized with other forms of general 
anesthesia in most instances. 
Dental extractions, animal 
work, burn dressings, short op- 
erations under conditions of 
field warfare—these come to 
mind as circumstances in which 
brief anesthesia with minimal 
systemic or prolonged effects is 
especially desirable. Under mass 


casualty conditions a battery of 
electronarcosis machines might 
be managed in a large operating 
room by a single anesthesiolo- 
gist, with the assistance of less 
extensively trained personnel. A 
small and compact unit could 
perhaps be devised. It would 
seem, therefore, that clinical 
electronarcosis opens new vistas 
in the approach to anesthesia 
and above all, in the approach 
to clinical neurophysiologic re- 
search. 

From Editorials, Journal of 
the American Medical Associa- 


tion 175:606 (Feb. 18) 1961. 
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The Cross Subgingival CALCULUS EXPLORER 


j.R. TROTT, D.D.S.,* Winnipeg, Canada 


DIGEST 
This article describes an instru- 
ment especially designed to locate 
subgingival calculus. The compo- 
nent parts of the instrument and 
the manner in which it can most 
successfully be used are defined. 


Necessary Measures 

The removal of subgingival calculus is 
recognized as essential in the treat- 
ment of chronic gingivitis and perio- 
dontitis. Yet it is suggested that un- 
less the following measures are pos- 
sible during the procedure the dentist 
will not be able to determine positively 
whether he has removed all the sub- 
gingival calculus deposits and planed 
the root smooth. 

(1) It must be possible to detect the 
subgingival calcareous deposits before 
scaling. 

(2) Progress during the scaling 
procedure must be checked. 

(3) The texture of root surface 
must be carefully felt following scal- 
ing. 


The Instrument * * 

The only explorer specifically de- 
signed for this purpose is described by 
Cross.! It is a double ended instru- 
ment, fine enough to be introduced be- 
low the gingival margin, without un- 
due trauma to the gingivae (Fig. 1). 


The working end of the instrument ex- 


tends 0.8 millimeters from the shank 
of the instrument, and has a round flat- 
tened tip 0.5 millimeters in diameter. 


Author’s Note: Gratitude is extended to D. 
D €, Artist and Photographer, the Faculty of 
University of Manitoba, Winnipeg, 

nada, for his cooperation in making the illus- 
trations for this article. 

Associa Professor of Periodontology, De- 
periment of Oral Biology, Faculty of Dentistry, 

awersity of Manitoba, Winnipeg, Canada. 

Lig wanufectured by Claudius Ash & Sons Co., 
heh gland. Supplied in the U.S.A. by Claudius 
N; ns « Co., U.S.A., Inc., 2730 Pine Avenue, 
Nlagara Falla, 

ross, \\. G.: A Periodontal Diagnostic Instru- 
ment, Briti-h D, J. 94:187 (April) 1953. 
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It is blunt at the end so that the instru- 
ment will not stick or catch in the ce- 
mentum, yet fine enough to transmit 
various tactile sensations to the fin- 
gers. It should be held lightly and 
passed along the root surface, so that 
the blunt edge is against the tooth 
(Fig. 2). All surfaces of a tooth re- 
quire exploration for subgingival cal- 
culus. 

Manner of Use—In exploring the 
subgingival areas, the explorer is 
passed down the side of the tooth with 
the end of the explorer against the 
tooth until the bottom of the pocket is 
reached, and then withdrawn in the 
same line as it was inserted, still with 
the explorer against the tooth. Under 


normal circumstances the side of the 
tooth will feel smooth and hard, and 
the fingers holding the explorer will 
not feel any interruption in the path 
the explorer takes when inserted and 
withdrawn from the gingival crevices. 
In this way the fingers will feel varia- 
tions in the anatomy of the root sur- 
face which have to be interpreted. 
Knowledge of Subgingival Condi- 
tions Essential—It is the interpreta- 
tion of these sensations which is so es- 
sential to the understanding of the ab- 
normalities which may exist below the 
gingival margin. For until the findings 
can be interpreted it will not be pos- 
sible to institute correct treatment. In 
some cases no treatment is indicated. 


1. 


The double-ended Cross calculus explorer. The rounded 0.5 millimeter working 
end of this instrument is the part which is passed flat along the surface of the tooth. 
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2. 
Shows the path the explorer will follow when passed along 
the side of a tooth to the base of the gingival crevice. If there 
is no pathologic condition present, this will be a smooth path, 
both on insertion and withdrawal of the instrument. 


3. 

The path taken by the Cross explorer both on insertion and 
on removal from a pocket, when there is subgingival calculus 
on the root. 


4. 

Instead of a definite interruption to the insertion of an ex. 
plorer along the root surface as shown in Figure 3 there is a 
gritty sensation as the face of the explorer passes over fine 
subgingival calculus. 


An interproximal restoration showing an overhanging gin- 
gival margin. This situation is often confused with that of 
subgingival calculus deposits. 


A large crown and narrow root is an anatomic variation which 
will convey nearly the same sensations to the explorer as 
those illustrated in Figure 5. 


The reverse situation to that shown in Figure 5; a deficient 
restoration at the gingival margin. 


3. 

A rare anatomic variation: the existence of a small crown 
with a large root present. 

9. | 
A cavity below the gingival margin or erosion will transmit 
similar sensations to the explorer. 


The various sensations possible to 
encounter were well described by 


Hirschfeld.? 


Interpretation of Signs 
Calculus—When the explorer pass- 


es down the root surface and has to 


“Hirschfeld, L.: Subgingival Curettage in Pe- 
Treatment, JADA 44:301 (March) 
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move laterally to overcome an object 
and then moves back onto the tooth 
surface until the bottom of the pocket 
is reached, the object interrupting the 
smooth path is calculus. The same se- 
quence of sensations will be felt as the 
explorer is withdrawn from the pocket 
(Fig. 3). Smaller deposits of subgin- 
gival calculus can be felt as a fine grit 
on the root surface, quite different to 


the feel-of a hard smooth clean cemen- 
tum (Fig. 4). 

Overhanging Restoration, Large 
Enamel Crown—If either of these sit 
uations exist, the explorer will pass 
down the side of the tooth and then 
suddenly dip in onto the root surface 
and continue in the same place to the 
bottom of the pocket. On removing 
the explorer from the pocket, and still 
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keeping the edge of the instrument 
against the tooth, it will have to move 
laterally to overcome the interference. 
On further removal it will stay in the 
same line of withdrawal (Figs. 5 and 
6). 

Seiectons Restorations at the Gin- 
gival Margin, Large Roots, and Small 
Crowns—When this type of situation 
exists, the explorer will pass down the 
side of the tooth and will have to pass 
laterally before being moved to the 
base of the pocket without further in- 
terruption. On withdrawal, the explor- 
er will move along the root without 
deviation and then pass inward onto 


the tooth as it encounters the deficien- 
cy at the edge of the restoration or the 
cement enamel junction (Figs. 7 and 
8). 

Caries and Erosion—These lesions 
transmit a different sensation to the 
probe when it is passed apically along 
the crown and then the root. Here the 
explorer will dip in and then come out 
again to pass along the tooth surface 
to the base of the pocket. When the ex- 
plorer is withdrawn, the same sensa- 
tions will be felt again, a dip into the 
tooth and then out again as the instru- 
ment is withdrawn from the pocket 


(Fig. 9). 


Summary 

1. The necessity for practitioners to 
locate subgingival calculus is empha- 
sized. 

2. The Cross calculus explorer is an 
instrument especially designed for this 
purpose and its method of use is de- 
scribed. 

3. The clinical signs which may be 
found with this instrument are dis- 
cussed. 

4. Clinical signs which may be en- 
countered are interpreted and _ illus- 
trated. 
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The EDITOR’S Page 


ANY STUDY made to determine attitudes of the pub- 
lic to various experiences would probably reveal 
that the dental experience rated among the least de- 
sirable. The anxiety, fear, apprehension (all forms 
of psychic tension) that are associated with dental 
treatment are out of proportion to the actual physi- 
cal threat that is involved. People who face life-en- 
dangering surgical procedures or medical emergen- 
cies with equanimity are often sorely disturbed be- 
fore or during a dental appointment. It is not known 
why dental operations are more traumatic to the 
psyche than are many other medical experiences. 

Although dentists have always wanted the tools to 
control apprehension and prevent pain these aids 
have not always been at hand. Not until engineers 
and pharmacologists applied their skills to the prob- 
lems were solutions found. The engineers, under the 
prompting and encouragement of dentists, devel- 
oped the high speed tooth-reducing machines and 
the anesthesia apparatus that have helped reduce 
pain in dental operations. The pharmacologists have 
given the dental profession the drugs to allay anxi- 
ety and to control pain. Dentists and their patients 
who use these drugs are indebted to the engineers 
and pharmacologists. These are examples of cooper- 
ation among the professions. 

A recent book by Monheim is admirable for the 
review of basic anatomy involved in local anesthe- 
sia, for the techniques of injection that are described 
and illustrated, and for a presentation on preanes- 
thetic medication and postoperative pain control.’ 

The purpose of preanesthetic medication is to: 
1) Allay fear and apprehension; 2) reduce the toxic 
effects of local anesthetic agents; 3) raise the pain 
threshold. The barbiturates are effective drugs for 
these objectives. The meprobamates and other newer 
ataractic tranquilizing drugs are being widely used 
on prescription by dentists. These drugs potentiate 
the effectiveness of the hypnotics, sedatives, narco- 
tics, and analgetics. 

The postoperative control of pain in dental prac- 


1Monheim, Leonard M.: Local Anesthesia and ~- Control in Dental 
Practice, ed 2, St. Louis, C. V. Mosby Company, 1961 
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tice is usually accomplished with the analgetics. The 
salicylates and paraminophenols (acetanilid and 
acetophenetidin) are available in many excellent 
formulas. The narcotic that is most commonly used 
is codeine (15 to 60 milligrams) either as the phos- 
phate or sulfate salt or in combination with acetyl. 
salicylic acid, acetophenetidin, caffeine, or other 
drugs. The synthetic narcotic or opioid meperidine 
(Demerol”) in 50- to 100-milligram dosage is also 
effective to control pain. The prescription of all nar- 
cotics requires a federal narcotic stamp. 

There is no conflict between the role of the dentist 
and the role of the physician in the treatment of dis- 
ease or in the use of drugs. Beckman” has stated the 
facts clearly: 

“The dentist who has some understanding of prob- 
lems encountered in other medical specialties than 
his own is likely to be not only a better dentist but 
a happier man. . . . The positions of both dentists 
and medical men in the battle against disease could 
be made of reciprocal strategic importance if the 
training of both groups were sufficiently altered to 
enable students in each to be alerted to the opportu- 
nities and activities of the other. ... 

“Pain occupies a unique place in dentistry. In 
medical practice it is often the thing that brings the 
patient into the office, whereas in dental practice it, 
or rather the fear of it, may postpone the visit almost 
indefinitely. The dentist’s position with regard to 
pain is further distinguished by the fact that not 
only are all of his operative procedures performed 
on tissues well supplied with afferent pain fibers, 
but he must often operate when the tissues are in an 
inflamed and hypersensitive state. Furthermore, the 
patient may have been suffering for several days 
and be in a state of cerebral fatigue that enhances 
pain. 

“It is important that you understand the use of 
analgesic and sedative drugs in order to ease many 
situations for both the patient and yourself.” 

Every dentist will agree with this philosophy. 


2Beckman, Harry: Pharmacology in Clinical Practice, Philadelphia, W. B. 


Saunders Company, 1952. 
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Transfusion of 
Cadaver Blood 


Properly selected cadaver blood is safe 
for transfusion to human beings and 
possesses some advantages over liv- 
ing donor blood: (1) It safeguards 
against transmission of disease. (2) 
Natural fibrinolysis in cadaver blood 
permits transfusions without citrate. 
(3) Since a cadaver yields several li- 
ters of blood, a patient may be trans- 
fused with large quantities of blood 
from a single donor. 

Cadavers are most suitable for this 
purpose when death has been sudden. 
Cadavers are not suitable after death 
from open trauma because blood flow- 
ing from damaged tissues creates dan- 
ger of infection. 

For withdrawal of the blood the ca- 
daver is placed in extreme Trendelen- 
burg position to facilitate gravity flow 
of blood. To withdraw the blood, the 
left jugular vein is severed and 2 can- 
nulas are inserted, one toward the 
heart and a U-shaped one cephalad. 
The free ends are connected by rubber 
tubing to sterile receptacles. 

An adult cadaver yields 2 to 3 liters 
of undiluted blood. With the cadaver 
in a horizontal position, 1,000 cubic 
centimeters of glucose phosphate so- 
lution is introduced through the caro- 
tid artery. The cadaver is replaced in 
Trendelenburg position, and 2 liters 
of diluted blood is then obtained. 

Tracer studies show that blood with- 
drawn from cadavers never includes 
that which flows from the intestines to 
the portal system or from the paren- 
chyma of the lungs. Cadaver blood re- 
quires no citrate because in persons 
dying suddenly, the blood does not co- 
agulate or initial clots dissolve rapidly 
and remain liquid. For every 250 cu- 
bic centimeters of blood, 25 cubic cen- 
timeters of glucose phosphate solution 
with antibiotics is added to preserve 
the blood twenty-five to thirty days. 

The blood is cultured and a thick 
drop is examined for malaria. Hemo- 
globin, cholesterol, and Rh factor are 
determined. In some cases, the blood 
is analyzed for latent hemolysis and 
erythrocyte fragility. A thorough post- 
mortem examination is also performed 
lo assure that the blood is safe. 
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Morphologic and biochemical com- 
position of stored cadaver blood dif- 
fers little from that of blood from liv- 
ing donors. Blood sugar is higher after 
sudden death than the normal level in 
living beings, 600 to 900 milligrams 
per cent. Phosphate and urea are also 
high. Amino acid content is also close 
to the level found in living donors. 

Immediately after transfusion, ca- 
daver blood functions as any other 
carrier. The oxygen-carrying capacity 
of the erythrocytes is preserved in the 
cadaver for six to eight hours after 
death. Leukocytes retain phagocytic 
function for ten hours. Therefore, it is 
prudent to withdraw the blood within 
six hours after death. 


Petrov, B. A.: Transfusion of Ca- 
daver Blood, Surgery 46:651-655 
(June) 1959. 
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The most important factor influ- 
encing the prognosis of breast cancer 
is probably the extent of the spread of 
the tumor. A uniform system of stag- 
ing, based on clinical rather than his- 
tologic examination, should be adopt- 


Cancer of 
the Breast 


ed for comparison of results. 

The following classification is ac- 
ceptable: 

Stage I: Disease apparently local- 
ized and operable; axillary nodes not 
palpable. 

Stage II: Disease localized and op- 
erable; axillary nodes palpable. Le- 
sions with skin ulceration are not 
placed in this category. 

Stage III: Disease localized but too 
far advanced to be operable; axillary 
nodes may be fixed, skin lymphatics 
invaded, and supraclavicular nodes 
involved. 

Stage IV: Distant metastasis has 
occurred. 

Prognosis is about twice as good 
for lesions 1 centimeter in diameter as 
for lesions 12 centimeters in diameter. 
Large tumors are more often associat- 
ed with metastasis. Size is not corre- 
lated with the duration of the disease 
as reported by the patient because the 
growth is often not detected until rel- 
atively large. 

The rate of growth of a tumor fol- 
lows an exponential curve. As the tu- 
mor grows larger; diameter increases 
more rapidly even though rate of cell 
division is not altered. The period be- 
fore the tumor grows large enough to 
detect is always longer than the period 
from detection until death if the tumor 
is untreated. 

Survival rate is lower for elderly 
patients and for women under 40 
years of age than for those in the in- 
termediate age group. Greater fre- 
quency of intercurrent disease and 
general debility are largely responsi- 
ble for poorer results in old patients. 
Young patients, on the other hand, are 
often incorrectly advised by physi- 
cians. Because 10 per cent of breast 
cancers occur in patients under 40 
years of age, any lump in the breast 
should be regarded as cancer until re- 
moved and proved otherwise. Progno- 
sis of breast cancer is worse in men 
than in women. Diagnosis is often 
made late. The tumor usually becomes 
fixed to the chest wall early in the 
course of the disease. 

The degree of differentiation of tu- 
mor cells influences outcome. In as- 
sessing the prognosis histologic type 

(Continued on page 490) 
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Twisting Ends of Orthodontic Wires 
Adrian N. Spitz, D.D.S., Brooklyn, New York 


1. Cut a notch in the end of a flat instrument. Place the notch over 
the twisted ends of orthodontic tie wires and use the instrument to 
tuck the ends of the wires into the interproximal spaces or under 
the arch wire. 


Securing Wrought Wire Clasps 
James E. Hage, D.D.S., U.S.A.F. (DC), Altus, AFB, Oklahoma 


2. Place a drop of self-cure acrylic on the tip and at the base of the 
clasp to secure the clasp in proper position during processing. 


To Close Space Between Teeth 
Harry L. Aronson, D.D.S., Chicago, Illinois 


3. Make a coil spring from a 010 wire. Temper the wire. Solder or 
spot weld hooks on the orthodontic bands. Create a single loop at 
one end of the coil spring. Use a hooked instrument to tighten pro- 
gressively this single loop. 


READERS are Urged to Collect $10.00 
For every practical clinical or laboratory suggestion that 
is usable, DENTAL DicEstT will pay $10 on publication. 
You do not have to write an article. Furnish us with rough 
drawings or sketches, from which we will make suitable 
illustrations; write a brief description of the technique i0- 
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SUGGESTIONS .. . 


improving the Taste of X-ray Film 
robert H. Goodhart, D.D.S., Cheltenham, Pennsylvania 


4, Place a piece of blotting paper in the container that holds the 
{lm. The blotter should not touch the film. Moisten the blotter with 
drops of wintergreen. 


To Expedite Cementation 
William Robbins, D.D.S., San Francisco, California 


3. Immediately before cementation coat the external surfaces of the 
crown or inlay with oil. The oil will prevent the adherence of the 
cement to the external surfaces, Do not allow the oil to touch the 
internal surfaces. 


fitting a Gold Casting 
laurence Wiland, D.D.S., Flushing, New York 


6, Use a brush to paint a solution of chloroform and polishing rouge 
on the contact areas and occlusal surfaces of the castings. Areas that 
equire relief before cementation will be exposed. 


volved; and jot down the advantages of the technique. This 
shouldn’t take ten minutes of your time. Turn to page 494 
lor a convenient form to use. 

Send your ideas to Clinical and Laboratory Suggestions 


Dentat Dicest, 708 Church Street, Evanston, 
Indis, 
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RATTAIL HEAT TECHNIC 


Twenty rats, in groups of four, are used 
in this modification of the method de- 
scribed by Davies e¢ al.! The pain stimulus 
is provided by a heated resistance wire 
placed near the rats’ tails. Direct contact 
with the hot wire is prevented by a spe- 
cially designed water-cooled tail rest. Ob- 
servers record the time interval that ani- 
mals take to respond (tail jerk) to the heat 
stimulus. 

Untreated rats react within three to six 
seconds. Any prolongation of this reac- 
tion time in animals receiving test medi- 
cation is an indication of analgesia. 

The rattail heat technic is one of many 
tests used by Lilly scientists to study the 
analgesic properties of compounds such 
as Darvon®. This unique analgesic, dis- 
covered and synthesized in the Lilly Re- 
search Laboratories, is equal to codeine in 
analgesic action yet has fewer side-effects. 


1. Davies, O. L., Raventos, J., and Walpole, A. L.: Brit. J. Pharmacol., 1:255, 
Darvon® (dextro propoxyphene hydrochloride, Lilly) 
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Rattail Heat Technic . . . valuable in preliminary screening of ari 
for analgesic activity. Specially designed water-cooled tail rest 
vents direct contact with hot wire. 
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When inflammation is present, Darvon 
combined with A.S.A.® Compound 
reduces discomfort to a greater extent 
than does either analgesic given alone. 


relief from dental pain 
DARVON’ COMPOUND and 
DARVON COMPOUND-65 


Both products combine the analgesic advantages of Darvon with the antipyretic and anti-inflammatory 
benefits of A.S.A. Compound. Darvon Compound-65 contains twice as much Darvon as regular Darvon 
Compound without increase in the salicylate content or the size of the Pulvule®. 


Formulas: 
Darvon Compound Darvon Compound-65 
Usual Dosage: Darvon Compound: 1 or 2 Pulvules three or four times daily. 
f dru Darvon Compound-65: 1 Pulvule three or four times daily. 
st pr AS.A.® Comoound (acetylsalicylic acid, acetophenetidin, and caffeine, Lilly) 


— Cc. pound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 
S.A.® (a; ‘ylsalicylic acid, Lilly) 
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You can say it with words 
or you can say it with pic- 
tures, but it’s best to say 
it with... 


COLUMBIA 
DENTOFORMS 


if you 
do not have 
our 
Catalog 
#33, 
write 


for your 


copy 
today. 


COLUMBIA DENTOFORM CORP. 


“The House of A Thousand Models” 
and 
Home of Brown Precision Attachments 


131 East 23rd Street 


New York 10, N. Y. 


Visit our Booth #629, A.D.A. Meeting 
October 15-19, Philadelphia, Pa. 


should be considered together with the 
extent of spread. The survival rate in 
patients who delay operation for a 
year or longer after diagnosis may be 
equal or superior to rate in those pa- 
tients who do not delay. This is ex- 
plained by the fact that a tumor which 
is still operable after a year’s delay is 
relatively benign and slow growing 
and does not indicate that treatment 
is without effect on the course of dis- 
ease. Attainment of ten-year survival 
rates of over 50 per cent in young pa- 
tients, who are little affected by inter- 
current disease, shows that treatment 
does alter prognosis. 

Method of therapy also influences 
survival. For many patients, radical 
mastectomy is inadequate treatment; 
for others, the operation is not tech- 
nically possible. Whether radiation or 
surgical treatment of the internal 
mammary nodes is superior is not 
known. Radiotherapy is effective and 
causes less morbidity than surgical re- 
moval of the supraclavicular nodes. 
Ovarian irradiation as part of initial 
treatment does not influence prog- 


hospitality. 


e Private white sand beach 
e Freshwater Swimming Pool 


e Free TV and 24-Hr. 


Completely air-conditioned 
Open All Year ‘Round... 


Write for colorful brochure 
and rate folder 
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Your vacation paradise ... amid swaying 
one sunny skies, and clear blue waters. 

‘eaturing spacious rooms—ultra-modern 
apartments—colorful decor—friendly 


hone Service 
Coffee Pot... for snacks or meals 
Golden Nugget ... for cocktail sippin’ 
Chuck Wagon Room, for hearty dining 
Nightly dancing ¢ Gala entertainment 


ON THE GULF 
ST. PETERSBURG 
BEACH, 
FLORIDA 


nosis to any marked degree, 


McWhirter, Robert: Some / actors 
Influencing Prognosis in Breast Can. 
cer, J. Faculty Radiologists, i.ondon 
8 :220-234 (April) 1957. 


Prostatic 
Cancer 


Only about 5 per cent of patients 
with prostatic carcinoma are seen 
early enough so that a radical prosta- 
tectomy may be done with a hope for 
cure. The disease is not always relent- 
lessly progressive, however, and may 
be controlled for long periods of time. 

Patients may live a normal life 
span and die of other causes while har. 
boring prostatic carcinoma. With ap. 
propriate therapy, a five-year survival 
rate of over 53 per cent may be ex. 
pected among patients with low-grade 
cancers. 

The methods of treatment include 
transurethral resection, irradiation 
therapy, hormone therapy, and cas- 
tration. Periodic examinations will 
permit execution of different thera- 
peutic maneuvers at the time that the 
greatest benefit may be derived. Fre- 
quent observation also allows early 
diagnosis of diseases of other organs; 
also worries and apprehensions of the 
patient may be appeased. When a 
small prostatic nodule is detected in a 
patient under 70 years of age, biopsy 
is advisable unless possible benefits 
are precluded by other findings, such 
as distant metastasis. 

If carcinoma of the prostate is no 
larger than the tip of the small finger. 
radical prostatectomy is curative in 
approximately 50 per cent of im 
stances. A few patients refuse opera 
tion because sexual impotence will re- 
sult. In such cases, x-ray therapy 1s 
employed. The tumor may remain qu 
escent or grow only slowly. 

When the prostatic nodule is larger 
than the thumbnail and is attached to 
the surrounding tissue, the likelihood 
of cure by radical prostatectomy is 
remote. When urinary obstruction 8 
associated, transurethral resection !§ 

performed. Resection sometimes 
amounts to little more than biopsy: 
~ (Continued on page 493) 
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NIGEST 


Nerjectone 


Fyll Pontics—Anterior and Posterior Ve- 
neer Molds in medium and large cusps. 
Cusps and Core Molds for Porcelain 
ond Acrylic Bridgework. 


Used Successfully by Thousands 
of Dentists and Laboratories 


Ask your supply house 
for a free catalogue 
or write direct to 


PERFECTONE COMPANY 


2300 E. Oakland Park Bivd. 
FORT LAUDERDALE, FLORIDA 


oly a few pieces of tissue being ex- 
cised. 

About 20 per cent of patients have 
metastatic lesions when seen for the 
first time by the urologist. Pain in the 
spinal column may precede, by sev- 
eral months, roentgen signs of bone 
involvement. Most patients with me- 
lastasis have hard and enlarged pros- 
late glands and urinary obstruction. 

Patients in the terminal phase of 
carcinoma of the prostate gland may 
be kept comfortable for many months 
by judicious selection of therapeutic 
neasures. Urinary obstruction may be 
tlieved by repeated transurethral re- 
“ctions. Painful areas of metastasis 
may be treated by spot roentgen ray 
herapy. Improvement in general 
health by supportive measures such as 
tansfusions may also temporarily 
halt the downhill course. 

Thompson, Gershom J.: Long-Term 
(ontrol of Prostatic Cancer, S. Clin., 


North America 39:963-971 (June) 
1959, 
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Scleroderma 


Scleroderma is a chronic disease 
characterized by fibrous thickening of 
the dermis and the connective tissue 
of various internal organs. The vis- 
cera are often affected. The disease is 
not rare and the peak incidence is in 
persons between the ages of 30 and 50 
years. It is more frequent in women 
than men, and usually the course is 
slowly progressive. 

It appears that the etiology is ob- 
scure. There is no evidence to support 
the concept of hypersensitivity. The 
presence of a psychologic component, 
however, is in most cases of interest. 

Most sections of the skin appear 
normal early in the disease. As the 
condition progresses, the dermis is 
thickened by coarse collagen bundles 
lying parallel to the surface of the 
skin. This fibrous deposit frequently 
extends into the subadjacent adipose 
tissues. Eventually, hyalinization may 
occur with loss of all skin appendages. 
Calcification in the skin is not uncom- 
mon. Fibrosis commonly occurs in 
other organs including the alimentary 
tract, myocardium, lung parenchyma, 
and muscle. 

In autopsy, vascular lesions involv- 
ing small arteries and arterioles are 
found in most cases. The kidney is the 
most frequent site. The lesion may be 
chronic, with marked intimal fibrosis 
or it may be acute, with deposition of 
fibrin-like material beneath the endo- 
thelium. 

Usually the onset is characteristi- 
cally insidious. Stiffness of the fingers 
and hands may be an early complaint. 
Raynaud’s phenomenon and _ hyper- 
hidrosis of the palm and soles may an- 
tedate other manifestations by months 
or years. The earliest lesions of the 
skin are usually found in the hands or 
feet and less commonly in the face and 
neck. These consist of a diffuse, non- 
pitting edema, usually without erythe- 
ma. The involved skin becomes waxy, 
taut, hard, thickened, and finally 
bound firmly to the underlying struc- 
tures. Normal skin folds disappear, 
producing a mask-like effect in the 


X-RAY 
MOUNTS 


Use for 5 sets 
of Bite Wing 
films (all on one 
mount). Each 
set of films has 
a date line. 
Used for any 
periodic pro- 
gram. 

A conveni- 
ent, economi- 
cal, time-and- 
space saving way to a X-Rays. 

Mounts are available for all size 
films, in either TRANS VIEW (clear 
matt)or DARC VIEW (black) PLASTIC. 

Excellent for visual patient educa- 
tion. 


Order from your dealer, or write for descriptive 
literature. 


Greene Dental Products, Inc. 


6835 Tujunga Ave., North Hollywood, Calif. 


face. 

The process may then spread cen- 
trally from the distal parts of the ex- 
tremities and involve the entire integu- 
ment. Ulcers, difficult to treat, appear 
on the fingertips and at pressure points 
over joints. Dysphagia and sour eruc- 
tations due to esophageal involvement 
are common and may precede skin in- 
volvement. Renal involvement with 
uremia and malignant hypertension 
is a common terminal event. 

Blood studies give normal results 
except during periods of active dis- 
ease. At this time the erythrocyte sedi- 
mentation rate is elevated and the ser- 
um protein content altered with a re- 
versal of the albumin:globulin ratio. 

A prolonged, progressive course of 
many year’s duration is the rule. In 
some cases death results from renal 
involvement with rapidly advancing 
malignant hypertension or from pul- 
monary or cardiac dysfunction. 


Special Article: Primer on the 
Rheumatic Diseases, JAMA 171: 
1345-1356 (November 7) 1959. 
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BUILD THE FINEST 


CUSTOMIZED 


TV KIT 


On sae “Pay As You hese Terms 


“PROFESSIONAL” 
Series—designed for 
the perfectionist seeking 
the finest in TV performance. 
Easy to assemble. No technical 
knowledge required. Anideal 
“Learning” Kit with a Complete 
Course of Study is available. 


Also available: 
WIRED 
CHASSIS 
for custom 
installations 
with a choice 
of vertical or horizontal 
controls and the newest 
23”, 24” or 27” 
CRT. 


Beautiful Cabinets — 
designed to enhance sound quality and blend with 
modern decor. For TV or combination TV and Hi-Fi. 


A few of the Professional Quality Features: 
Choice of push-pull 10-watt audio or output to 
= r Hi-Fi system...D.C. restoration... 
tra-linear sweep circuits... Standard Coil 
Guided Grid Turret Tuner... Super-sensitiv- 
ity for fringe areas ... Complete line of Acces- 
sories for Custom Installations. 
Choice of 23”, 24” or 27” CRT. Prices range 
from $119 to $199. 
U.S. Armed Services and over 4000 schools and 
colleges have selected Transvision Receivers for 
educational television. 


Interested in Electonics? 


Learn the basic principles of elec- =e) 
tronics from the Course available with the Kit. 


ASSEMBLY MANUAL—$2.00 
See how easy it is to assemble the Transvision 
Kit. Cost of Manual refunded on purchase of Kit. 


New Rochelle, N.Y. 
NE 6-6000 


START NOW — MAIL THIS 


ff TRANSVISION Electronics, Inc., New Rochelle, N.Y. Dept. DD 

I (> Send FREE 8-page Catalog...[7 | enclose $2 for Assembly 
Manual, refundable on purchase of Kit. 

I (C0 | enclose $15 for Starting Pkg. on pay-as-you-wire plan. 
(Complete Kits range from $119 to $199.) 


Name 


| 
| 
Address 


City Zone____ State 
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The Fruits of Boredom 

FOR MOST PEOPLE nothing is worse 
than inactivity. The chap who receives 
a gold watch on the day that he retires 
from work and then gives a trite little 
speech on how he will spend his leisure 
in fishing (or golf, or gardening, or 
travel, or playing the banjo) fools no 
one. 

It depends on the boredom quotient 
or threshold to determine how much 
time anybody can spend making a ca- 
reer of recreation. Some people bore 
more easily than others. I am one. 

Recreation is exactly what the word 
suggests: a method of recharging the 
human batteries to prepare a person 


ito return to work. It is not an end in 


itself. Perpetual recreation leads to 
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boredom and often to mischief. The 


playboys of the world are miserable 


examples of dislocated recreation; the 
searchers who never find. 

The dentist is fortunate that he has 
no compulsory retirement age inflict- 
ed upon him by company policy or 
government regulation. The dentist 
can continue to work as long as his 
skills survive and his body is able. 
People will continue to patronize the 
older dentist so long as he gives the 
appearance of physical and mental 
soundness. He may not, however, ex- 
pect an outpouring of “new” patients. 

In the early days of this century 
leisure was no social problem. People 
worked from dawn to darkness—on 
the farm, in the shop, in the home. 
The dentist usually had evening office 
hours. Automation was no threat. 
Most work was done by hand or with 
crude machines. Few people could af- 
ford the luxuries of recreation. Phys- 
ical exertion was the most potent tran- 
quilizer. 

Labor-saving devices and gadgets 
to promote comfort were unknown. 
The first steel plow or mechanical 

(Continued on page 502) 
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(See pages 486 and 487) 
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Evanston, Illinois 


From: 
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Explanation of Procedure: 
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The first tooth is a family triumph! ... Each 
succeeding tooth, to the total of 52, should be of 
major interest to parents ... Show parents on a 
dynamic time-wheel what teeth should appear 
where and at what time. 

Actual size 7%” diameter 


le TOOTH ERUPTION CALCULATOR shows the _ rotate to show upper and lower teeth through 14 stages 


dental development from birth to adulthood—when all of development. 


leteeth are due for appearance in the mouth. Every dentist and physician will want the TOOTH 
Although there are 44 separate views of the child’s ERUPTION CALCULATOR in his office to demonstrate 
touth on this chart, parents will not find it confusing, tooth development to the parents of children. 

lo only the two (or four—in the case of mixed denti- Every dentist and physician will also want the TOOTH 


'n) which apply to a certain age level are visible at one ERUPTION CALCULATOR to give to parents for home 
ime. The dials (one on each side of the two-sided chart) use and patient education. 


Digest Printed Im COLOR Dr. 


$1.00 each, 6 for $5.00 
MS Liberty Ave., Pittsburgh 22, Pa. 4 Address ..... ee eee 


me ........ TOOTS ERUPTION City State 
lenclose 
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Quality with Economy 


Clinically proved oral 
penicillin therapy that 
costs your patients less 


PENTIDS 


Squibb Penicillin G Potassium 


Available in these convenient dosage forms: Pentids ‘400’ 
Tablets (400,000 u.) * Pentids ‘400’ for Syrup (400,000 u. 
per 5 cc. when prepared) * Pentids Tablets (200,000 u.) 
¢ Pentids for Syrup (200,000 u. per 5 cc. when pre- 
pared) * Pentid-Sulfas Tablets (200,000 u. with 0.5 Gm. 
triple sulfas) * Pentid-Sulfas for Syrup (200,000 u. with 
0.5 Gm. triple sulfas per 5 cc. when prepared) * Pentids 


00,000 u.) 


Capsules (200,000 u.) © Pentids Soluble Tablets 


‘PENTIDS’@® AND ‘PENTID’® ARE SQUIBB TRADEMARKS. 


For full information, 


see your Squibb 


Product Reference 
or Product Brief. 


COMPLETE 
LINE OF iN \ 
DEPENDABLE 
ALL-CORD 
AND CABLE 


Expertly engineered and designed... 
powerful... compact... . quiet .. . at- 
tractively priced... 


MODEL TRIMMER 


Rugged .. . HP motor. . . compact 
. well designed . . . adjustable. . . an- 


gulated . . . orthodontic work table. 


THE ULTIMATE IN STERILIZING 
No water... no steam .. . no pressure. 
Safe for your most vulnerable instru- 
ments ... sharps... syringes... 
needies. Write for literature. 


DRI-CLAVE CORP. BFRANKLIN SQUARE,L.J.. N.Y 
ORT: 
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grain reaper, the first coal furnace or 
hand-powered washing machine prom- 
ised to help free men and women from 
some forms of their drudgery. This 
new freedom came and brought forth 
the increase in the degenerative dis- 
eases and the need for sedation from 
alcohol, tobacco, or drugs. 

We have not many social philoso- 
phers. The few that we have are large- 
ly ignored when they speak or write 
on social subjects. Whoever ventures 
a judgment on values is likely to find 
himself talking to himself, or cast in 
the part of a crackpot or killjoy. Peo- 
ple resent being told that they are not 
quite perfect: that they eat, drink, 
smoke too much; that they relax and 
exercise too little. 

Retirement from work, leisure, the 
softer life are medical problems. There 
are not many physicians who are con- 
cerned with these issues. The physi- 
cian is skewered in the same pinwheel 
as the rest of us. The merry-go-round 
of hurry, worry, and indecision whirls 
all of us around. 

The editor of Medical Science 
(Mark D. Altschule, M.D.) is one 


SQUIBB 


Squibb Quality— 
iy the Priceless Ingredient 


physician who sees the hazard in bore- 
dom: 

“The medical aspects of the leisure 
problem actually involve the problem 
of boredom. Boredom is at least a con- 
tributory factor in the genesis of many 
different types of antisocial behavior 
ranging from familial discord, alco- 
holism, and drug addition to delin- 
quency and major crime. All physi- 
cians agree that the first three are med- 
ical problems and many believe that 
the last two may be. 

“Although the psychiatric aspects 
of boredom have never been thorough: 
ly explored, certain facts are known. 
One is that the brain needs input: Ex- 
periments on sensory deprivation 
show that such deprivation at first 
causes anxiety and then if sufficiently 
protracted and marked, depersonali- 
zation and hallucinations. Even in 
everyday life physicians have the op- 
portunity to observe how protracted 
boredom produces increasing restless- 
ness, tension, and, in some persons. 
anxiety. Many physicians have als 
observed how boredom causes deter'- 
oration in the elderly. . . . 


DENTAL DIGES! 


OCT 


anc 
hor 
cer 
get 
for 
/ i 
| 
ing 
fes 
ne 
ane 
lo: 
me 
| | tire 
are 
: | an’ 
: | lo: 
4 | Ust 
| da 
DRY HEAT the 
¢ 
7 are 
tar 
he 
| 


GEST 


“Current theories about elementary 
and high-school education have, if 
anything, increased the problem of 
boredom. These theories are more con- 
rned with enabling each student to 
set along with others than with en- 
abling him to get along with himself. 
Everyone agrees that it is nice to be 
nice because people are only human; 
however, the purpose of education 
should be to stimulate the individual 
to develop as an individual and not as 
amember of an ant-hill. 

“The American people of the future 
should not be doomed to spending 
their increasingly long hours of en- 
forced leisure sitting in front of an 
idiot-box; although this would un- 
doubtedly please the manufacturers of 
television sets, it otherwise has noth- 
ing to recommend it. The medical pro- 
fession has a strong interest in pre- 
venting the untoward effects of the 
idleness that seems to be the inevitable 
late of the American people in the 
near future. The problem is important 
and will become increasingly so in the 
next decade. It will not be an easy one 
to solve, and it therefore demands im- 
mediate study.” 

[know many dentists who have re- 
tired. Those who were compelled to 
give up practice because of ill health 
are in a separate category, like any- 
oe else who is forced into inactivity. 
Their plight is a fate that can strike 
any of us—early or late. 

The dentists who retire by choice— 
lo fish, to hunt, to golf, to travel—are 
usually an unhappy lot. They fit the 
escription by Doctor Altschule: rest- 
less, tense, anxious. I suppose there 
are exceptions and that there are den- 
lists living in happy retirement. Some 
lay I hope to meet one. 


Bits of Medical Intelligence 


' A British physician wrote a letter 
lo the editor of a medical journal to 
advance the theory that lung cancer 
has increased in direct proportion to 
the uses of the electric razor. His the- 
ry is that the cuttings from the beard 
te inhaled and act as chronic irri- 
lants to the lung tissue. 

' A father reports with chagrin that 
te swallowed his son’s tooth. The ex- 

(Continued on page 505) 
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NEW! an important aid 
for the child-patient 


“How to Have Less Tooth Decay” is an easy-to- 
understand list of prohibited and permitted foods to 
help control tooth decay. Approved by pedodontists. 
Printed on durable paper. An excellent enclosure with 
statements or for distribu- 
tion in office. Samples avail- 
able. Price: 100 for $3.00. 


DENTAL DIGEST 
1005 Liberty Ave., Pittsburgh 22, Pa. 


I enclose $3.00 for 100 ““How To Have Less 
Tooth Decay” pamphlets 


Dr. 
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Use ceupon fer cenvenience 


THERE IS NO MONOMER IN 


DENTURE 
RESIN 


THE 


Liquid monomer is the ac- 
knowledged cause of most 
denture problems. JECTRON 
—the dry denture resin, is the 
only denture plastic which 
contains no monomer. 


For relief from warpage, re- 
lief from shrinkage, relief 
from fracture, relief from 
tissue irritation—Specify 
JECTRON when you order 
__ dentures. Available in 6 
Blifelike shades. 


No powders. No liquids. 
JECTRON arrives at the lab- 
oratory as you see it here, in 
bars of styrene resin, fully 
cured during manufacture, 
ready to be heat-softened and 
molded into dentures. 


Want to know where you 
can order problem-solving 
JECTRON dentures? Just 
drop a line to 


a JECTRON 
COMPANY 


1009 JACKSON STREET 
TOLEDO 1, OHIO 
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(ADVERTISEMENT) 


ELECTRODEPOSIT OF FLUORIDE 


A MAJOR BREAKTHROUGH IN FLUORIDE APPLICATION 


An effective new technique for in- 
creasing the amount and duration of 
fluoride adherence to tooth enamel is 
now available to the dental profession 
following extensive basic and clinical 
research by leading universities and 
dental research investigators. 

Development of the method began 
when various investigators focused 
upon the basic molecular structure 
of the fluoride ion. 

One property of the fluoride ion 
was especially noteworthy. Of all the 
ions on the periodic chart of ele- 
ments, fluoride is the most negatively 
charged, having a negative potential 
of —2.65. 


This extreme negativity suggested 
the advisability of investigations into 
iontophoresis. It was reasoned that 
the extremely negative fluoride ion 
would be attracted to a positively- 
charged surface. If the tooth could be 
given a_ slight positive electrical 
charge, fluoride ions would deposit 
and be retained by the teeth. The 
process is as simple as electroplating. 

Dentistry has long made use of 
this technique with low voltage elec- 
trical charges to penetrate iodides 
into root canals. 

This line of investigation has re- 
cently produced a number of out- 
standing developments which unfold 
exciting possibilities in dental care. 


RADIOACTIVE ISOTOPE STUDY 
CONFIRMS ION PENETRATION 


The ability of electrical current to 
increase the penetration of negative 
ions into tooth enamel has been con- 
firmed conclusively by a recent in 
vitro study! using radioactive iodide, 
an ion closely related to fluoride. 
Radioautographs revealed a striking 
increase in the degree of negative ion 
penetration when the teeth were ex- 
posed to a positive electrical charge 
of 114 volts. 


35% INCREASE IN RESISTANCE 
TO ACID DISSOLUTION 


Using a topically applied fluoride 
solution another recent investigation? 
revealed a 35% average increase in 
resistance to acid dissolution of den- 
tal enamel when teeth in vitro were 
positively charged, as compared to 
an identical fluoride application with- 
out electrical current. 
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ELECTRODEPOSIT OF FLUORIDE 
IN DAILY BRUSHING 


On the basis of these principles 
the lon Toothbrush was developed to 
make possible the phenomenon of 
fluoride ion transfer during regular 
daily brushing. 


This inexpensive instrument uti- 
lizes a 1144-volt penlite battery loca- 
ted in the handle to charge the teeth 
with a positive electrical potential. It 
is used with a standard fluoride den- 
tifrice. The negative fluoride ions are 
repelled by the negative bristles and 
attracted to the now positively 
charged teeth. The amount of current 
which produces this phenomenon is 
below human _ perception (20-50 
microamperes). 


ions 


(+) 


STUDIES SHOW ION TOOTHBRUSH 

IMPROVES ACID RESISTANCE 23% 
In vivo studies? on rats using the lon 

Toothbrush and a dentrifice which 


contained stannous fluoride showed 
a 23% increase in the resistance of 
tooth enamel to acid dissolution, as 
compared to normal brushing with 
the same dentifrice. The increased 
resistance to decalcification was 
achieved in only 12 days of brushing 
for one minute each time twice daily, 


98% EFFECTIVE IN 
REDUCING HYPERSENSITIVITY 


Clinical tests have been equally 
impressive. 

In a double-blind clinical study! 
of hypersensitivity, electrodeposit of 
fluoride by the lon Toothbrush allevi- 
ated 98% and completely relieved 
70% of hypersensitive teeth studied 
in patients who had _ continuously 
experienced the condition for a period 
of five or more years. 

Results occurred within two to six 
weeks. Patients used the lon Tooth- 
brush with a standard fluoride denti- 
frice, brushing for a period of three 
minutes twice each day. 

The subjects reported a feeling of 
unusual mouth cleanliness and 
a marked improvement in_ gingival 
tone was noted by the investigator. 

The lon Toothbrush is now being 
recommended by many dentists to 
their patients with outstanding re- 
sults. 


1Stowell, Ellery C.: et al (V.A. Dental Research 
Dept.) lon Penetration Through Teeth as Influenced 
by an Electrostatic Field. Presented before |.A.D.R., 
Boston, March 23-25, 1961. wart 

Bhatia, H., and Emmerson, C. C.,: University of 
Southern Californis, School of Dentistry, Depart: 
ment of Pedodontics, To Be Published. es 
3Bixler, David, PhD.;: Indiana University, 
Unpublished Report. 
‘Jensen, Arthur L., D.D.S., F.A.C.D.,: Tooth Sensi 
tivity Controlled by lontophoresis, J. Calif.S.0.4., 


Vol. 37, No. 1, Feb., 1961. 


Professional packages of the lon Toothbrush 
are available from your dental supply house, 
or write to: 


THE ION COMPANY DD 10 
2518 W. Vernon Ave. 
Los Angeles 8, Calif. 


Please send to: 


DR. 


STREET 


CITY STATE ———— 


Professional literature. 


lon Toothbrushes @ $2.60 each, 
cluded (1 free with each dozen orde 
PROFESSIONAL PACKAGES. 

My dental supply house is 


DENTAL DIGEST 
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[GEST 


HANDY PLA 


*& Easy to store and use. 

* Won't clog spray bottle. No waste. 

* Concentrated. Makes 2 gals. 

* Contains no metallic salt or irritating drug. 


* Patients like its invigorating flavor. 


Use at the chair « Prescribe for home use « Order from your salesman 


Whittle 


MOUTH WASH 


sTic BOTTL 


for professional use 


The S. S. WHITE DENTAL MFG. CO., 211 So. 12th St., Phila. 5, Pa. 


FREE! Dental prescription pads. Write on Professional Letterhead. 


foliated deciduous tooth was embed- 
ded in an ice cream bar that the father 
shared with the boy. 

' In the “For Rent” columns of a 
small town newspaper this gem ap- 
peared: “Nice room for rent to a gen- 
tleman with gas.” 


“Leaders are Made— 
not Born’? 


An article under this title appeared 
in one of the last issues of the United 
States Armed Forces Medical Journal. 
This excellent publication was sus- 
pended with the December 1960 issue. 
| presume that economy was the mo- 
tive although I can think of a dozen 
other places where economy in federal 


expenditures would be more impor- 
lant. 


Brigadier General Robert B. Skin- 
ner, MC, USA gave 12 suggestions 
that cover the basic principles of lead- 
ership: 

1) Be yourself — conscious imita- 
tion always defeats itself, is invariably 
‘vident, and usually does not serve the 
purpose intended 

2) Develop Equanimity or Self- 


OCTOBER 1'6] 


Control—it can be acquired 

3) Impartiality and Justice — are 
not similar qualities, but are allied in 
their efforts 

4) Demand Results, not Methods— 
many minds working independently 
toward the same objectives are likely 
to develop better methods than those 
prescribed from above 

5) Assume Loyalty Until Disloyalty 
is Proved—argue with the “boss” be- 
fore the decision is made, but once 
made it should be abided by and sup- 
ported 

6) Avoid Mass Punishments and 
Threats—the quality of leadership is 
almost inversely proportional to the 
number of orders issued 

7) Reward Good Service—if only 
by a word or letter 

8) Give Reasons and Objectives— 
everyone does a better job when he is 
told why something has to be done 

9) Courtesy and Sympathy — are 
absolutely essential. Do not be afraid 
to be a gentleman 

10) Know Your Trade—there is no 
substitute for knowledge and ability 

11) Strive for Humility 


12) Believe in a Supreme Being 

As examples of men who showed 
their qualities of leadership General 
Skinner mentioned two Americans of 
the last century: Abraham Lincoln 
and Robert E. Lee. None of us in this 
century will disagree with these 


choices. —E. J. R. 


ADDRESS 
CHANGES 


When you change your 
address, please allow six 
weeks for your notice to 
use to become effective. 
Always include old ad- 
dress with new address. 
Your postal zone number 
should be shown as this 
not only helps the post of- 
fice but speeds delivery of 
mail. Send address chang- 
es to: 

DENTAL DIGEST 

1005 Liberty Ave. 

Pittsburgh 22, 


Pennsylvania 
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See second cover D.D.10 


UnIversAL DENTAL Co. 
48TH at Brown St., PHILADELPHIA 39, Pa. 


Please send information about Poly- 
chrome Teeth. 


See page 455 
Tuos. Leemine & Co., INc. 
155 E. 447TH St., New York 17, N.Y. 


Please send me descriptive and reprint 
material on Thermodent Tooth Paste. 


See page 456 D.D.10 

PROFESSIONAL SERVICE DEPT., SQUIBB 

745 Firtu Ave., New York 22, N.Y. 
Please send information on Kenalog in 

Orabase. 


See page 457 


Orpont INC. 
P.O. Box 2626, Gravois STATION, 
St. Louis 16, Mo. 


Please send literature. 


See pages 458, 459 

E. R. Squiss & Sons 

745 Firty Ave., New York 22, N. Y. 
Please send me .. Broxodent @ $14.85. 


See page 460 D.D.10 

ActTivE Borper SEAL Book Co., INc. 

P.O. Box 1723, G.P.O., New York 1, N.Y. 
Please send “The Active Border Seal” for 

$7.50 plus 3% tax for N.Y. City Residents 

($7.73). 


See page 461 
WHITEHALL LABORATORIES 
22 East 40TH St., New York 13, N.Y. 


Please Anacin dispenser with samples. 


City 


See page 462 
LEDERLE LABORATORIES 
Pear Rivers, N.Y. 


Please send free information on Stress- 


See page 463 


TICONIUM 
ABany, N.Y. 


Please send name of nearest Tilon Lab- 
oratory. 


copies of YOUR TEETH’ AND YOUR LIFE 


only 


RECEPTION ROOM USE 


Here is an opportunity of obtaining not only ethical but also ideal material 
for use in your patient-education program. One thousand copies of “Your 
Teeth and Your Life” could easily take care of all your requirements for the 
next several months. And the cost is only $40, representing a 20% discount 


off the regular price. 


There are ten two-color charts in “Your Teeth and Your Life” which tell 
in an easily understood manner the wisdom of periodic dental care and the 


danger of neglect. . 


The pamphlet can be used in five different ways: (1) distribution to patients 
upon dismissal; (2) reception room reading; (3) monthly statement en- 
closure; (4) distribution during talks before Parent-Teacher groups; (5) 
enclosure with patient-recall cards. It is wonderfully effective in any of 


these uses. 


The coupon is for your convenience. Order your copies now for immediate delivery. 


Dental Digest, 1005 Liberty Ave., Pittsburgh 22, Pa. 
C) Please send me 1000 copies of ‘“‘Your Teeth and Your Life’’ immediately. I enclose 


$40, or () bill my dealer. 


(C) Please send me 100 copies of ‘“‘Your Teeth and Your Life” for which I enclose $5. 


Or (J bill my dealer. 


See page 464 
Peter, STRONG & Co., INc. 
207 E. 37TH St., New York 16, N.Y. 


Please send information about Laclede 
Odor-Control Therapy. 


See page 464 
Peter, Stronc & Co., INc. 
207 E. 37TH St., New York 16, N.Y. 


Please send information about Profie 
Prophylaxis. 


See page 464 
Peter, Stronc & Co., INc. 
207 E. 37TH St., New York 16, N.Y. 


Please send further information about the 
Benzodent Treatment. 


See page 490 

DENTOFORM Corp. 

131 East 23rp St., New York 10, N.Y. 
Please send catalogue No. 33. 


City 


DENTAL DIGEST 
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